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Reliability of Sexual Risk Behavior Interviews
With Psychiatric Patients
Karen McKinnon, M.A., Francine Cournos, M.D., Heino F.L. Meyer.-Bahlburg, Dr.rer.nat.,
Jeannine R. Guido, M.A., Louis R. Caraballo, B.A., Elizabeth S. Margoshes, Ph.D.,
Richard Herman, M.A., Rhoda S. Gruen, M.A., and Theresa M. Exner, Ph.D.
Test-retest interviews examining recent sexual activity were administered to 27 severely ill
psychiatric patients after stabilization. Three reports were judged to be questionable. For the
I 6 sexually active patients among the remaining 24, high test-retest reliability was found for
number ofsexual partners, frequency ofepisodes, and proportions ofepisodes involving vagi-
nal intercourse and use ofcondoms. The interviews did not exacerbate psychiatric symptoms.
(Am J Psychiatry I 993; 150:972-974)
I n a recent study ( 1 ), one (5.6%) of 1 8 patients ad-
mitted to two public psychiatric hospitals in New
York City was HIV positive. Among these patients,
past use of injection drugs was associated with HIV in-
fection (1 ), but unsafe sexual activity appears to be the
most prevalent current risk factor for acquiring or
transmitting HIV (2).
Identification of high-risk activities is essential to per-
forming appropriate HIV counseling and to designing
targeted prevention strategies ( 1 ). Whether people with
severe mental illness can be interviewed about their sex-
ual behavior reliably and without substantial exacerba-
tion of psychiatric symptoms has been largely unad-
dressed in the psychiatric literature.
Data on the frequency and nature of sexual activity
among the severely mentally ill are limited (3-8), and
the association between psychiatric disorders and sex-
ual activity remains unclear.
As part of a larger interview study investigating how
psychiatric symptoms and HIV risk-taking behaviors
are related, we conducted a pilot study 1 ) to learn
whether psychiatric patients could tolerate a detailed
sexual behavior interview and 2) to establish the reli-
ability of sexual risk histories with severely mentally ill
inpatient and outpatient groups.
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METHOD
Eligible patients were between the ages of I 8 and 59 years, spoke
English, and could give informed consent. Paid volunteers were re-
cruited from a 22-bed acute care inpatient unit and a day treatment
program serving 80 primarily chronically ill patients at a public psy-
chiatric hospital in New York City. Eligible inpatients were referred
by their treating psychiatrists. Day treatment patients responded to
an announcement of the study at a community meeting or to notices
posted in the lunch room. Thirty patients volunteered to participate
in a test-retest interview study of sexual behaviors occurring in the
past 6 months. Of these, three were excluded because they could not
be reinterviewed within 60 days because of scheduling difficulties or
transfer to another facility. The remaining 27 patients completed
both interviews. Nonvolunteers were not evaluated.
The Sexual Risk Behavior Assessment Schedule (9) was adminis-
tered. This interview, developed for injection drug users and adapted
for a psychiatric population, elicits detailed oral reports of sexual be-
haviors in the past 6 months. The item order, exploration of patients’
sexual vocabulary, and interviewers’ explicit definitions of sexual
practices are designed to put patients at ease when talking about sex.
The 45-minute interview can be completed in multiple sessions.
The Sexual Risk Behavior Assessment Schedule contains an inter-
viewer rating of the quality of the patient’s reports that takes into
account impairments in the patient’s concentration and memory, in-
terferenee of psychiatric symptoms in understanding and responding
to questions, and degree of comfort with the topic. The interview was
scored on a 4-point scale in which I indicates “high quality,” 2 a
“generally reliable” report, 3 a “questionable” report, and 4 an “un-
satisfactory” report. The reasons for questionable or unsatisfactory
reports are recorded.
One male and one female interviewer who were mental health pro-
fessionals not involved in the direct care of the patients each received
a minimum of 20 hours of seminar-style training and approximately
I S hours of interviewing practice. The training included desensitiza-
tion to sexual terminology, an overview of human sexual response
and dysfunction and potential adverse patient reactions, and instruc-
tion in the interview method. Audiotape recordings of practice inter-
views were reviewed by the interview supervisor. The study began
only after the supervisor was confident of the interviewers’ ability to
use the instrument.
The interviewers and subjects were not matched on gender, race,
or sexual orientation. To counter potential response sets by individ-
ual patients and to provide a component of interrater reliability, the
interviewers were alternated so that one did not conduct both the
TABLE 1. Characteristics of 24 Psychiatric Patient Volunteers Re-
porting on Sexual Activity in the Past 6 Months
Patient Characteristic N %
TABLE 2. Test-Retest Reliability Coefficients for Psychiatric Patient





















initial and retest interviews with the same patient. The mean interval
between the two interviews was 33.71 days (SD=28.00).
The interview supervisor reviewed the interviewer ratings of the
patient reports and audiotape recordings of all interviews. Ratings
judged by both interviewer and supervisor as questionable or unsat-
isfactory were excluded from analysis.
For common HIV risk-related behaviors we calculated correlation
coefficients for the relationship between interview and reinterview;
kappas were determined for categorical variables, and Pearson r and
intraclass correlations were used for rank-transformed variables (10).
The patients appeared to respond well to the inter-
views. In fact, many patients reported being pleased to
be asked about a normal aspect of life. There were no
patient reports of distress or staff complaints about
deleterious effects, and no interview needed to be pre-
maturely terminated. Of the 27 patient volunteers who
completed the test and retest interviews, three (1 1%)
were judged to have provided questionable reports be-
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Highest level of education completed
8th grade or less







Own house or apartment
Group home
Shelter or street
Number of previous psychiatric hospitalizations
2-10
Substance abuse history (chart)
Yes
No








Variable N r Coefficient Kappaa
Sexually active (yes/no)
Number of sexual partners









Proportion of episodes in
which vaginal intercourse
occurred 16 0.60c 0.60
Proportion of vaginal inter-
course episodes in which
condoms were used 16 088b 0.89
cause of cognitive deficits (memory impairment associ-
ated with polydrug abuse, inability to concentrate). Of
the remaining 24 patients, 16 reported sexual activity
during the previous 6 months. Eight patients reported
14 58 4 no sexual activity during the previous 6 months at both
2 8:3 the interview and reinterview. Reliability coefficients
8 33.3 were calculated for HIV-related heterosexual variables:
sexually active (dichotomized yes/no), number of sex-
21 87.5 ual partners and number of episodes, proportion of
2 8:3 episodes in which vaginal intercourse occurred, and
proportion of vaginal intercourse episodes in which con-
6 25.0 doms were used. No patient reported homosexual ac-
18 75.0 tivity or anal intercourse.
17 70 8 Characteristics of the 24 patients reporting on hetero-
7 29:2 sexual activity in the past 6 months are shown in table
1. The subjects were demographically and clinically
17 70.8 representative of the patient populations at both the in-
  patient and day treatment units. Most were diagnosed
1 4:2 with schizophrenia and had had two or more prior psy-
chiatnic hospitalizations.
The test-retest reliability coefficients for risk-related
behaviors occurring in the past 6 months are shown in
table 2 and ranged between 0.61 and 0.89.
DISCUSSION
No exacerbation of psychiatric symptoms was ob-
served in response to explicit sexual interviews. Cogni-
tive deficits interfered with patient reports for only
three ( 1 1 %) of the 27 patients. Most of these patient
volunteers at a public psychiatric hospital were able to
reliably report specific sexual behaviors for the pre-
vious 6 months. Reports of number of sexual partners,
number of sexual episodes, and proportions of episodes
in which vaginal intercourse occurred and condoms
were used were consistent after an average interval of 4
weeks.
Our patients reported no homosexual activity or anal
intercourse during the preceding 6 months. This is un-
likely to be a reporting artifact given that studies using
similar versions of the Sexual Risk Behavior Assessment
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Schedule and identical interviewer training have yielded
comparable prevalence rates of both behaviors for pre-
dominately black and Hispanic groups consisting of
runaway youths (12) and severely mentally ill homeless
men (Susser, unpublished data). We assume that the ex-
planation lies in the relatively modest size of our study
group, which by chance did not include patients prac-
ticrng either sexual activity during the reporting period.
This study combines in its design an examination of
test-retest reliability and interrater reliability because
different interviewers were used on the two occasions.
Given the length of the retest interval, the practice of
alternating interviewers, and the exclusion of consis-
tently sexually inactive patients, the reliability coeffi-
cients obtained probably represent lower limits and,
therefore, conservative estimates. This assumes that ob-
viously poor reports are excluded.
Limitations to the generalizability of our findings in-
dude potential sampling bias since the study included
only a small number of subjects, particularly inpatients,
and all participants were paid volunteers, who may
constitute a self-selected group of sexually less inhibited
or psychiatrically more stable patients than nonvolun-
teens. Furthermore, the participants had been evaluated
by clinicians as capable of giving informed consent,
thereby excluding patients who were considered acutely
ill and not yet stabilized. However, the participants did
not appear to differ from the overall census of either
unit, and in our larger interview study, in which all eli-
gible patients on the same units were sampled, nearly
83% consented to participate and only a small propor-
tion of reports (6%) were judged to be of questionable
or unsatisfactory quality (2).
This pilot study demonstrates that structured, sensi-
tive probing of sexual risk histories by well-trained
mental health professionals can be done with stabilized
inpatients and outpatients and can yield reliable infor-
mation essential to HIV risk reduction efforts. Patients
with cognitive impairment (three in our group) might
be successfully interviewed if their condition improves
or with multiple interview sessions over time.
Although devised as a research instrument, the Sexual
Risk Behavior Assessment Schedule can serve in clinical
settings as a model for taking sexual risk histories. It
provides an approach to training appropriate clinical
staff to elicit behaviorally specific information about
sexual behaviors from patients. We urge clinicians to
attempt decisive HIV risk detection efforts with se-
vereby mentally ill patients as the basis for HP! testing
and counseling.
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